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INTRODUCTION:  Epigastric  hernia  is  a  rare  form  of ventral  abdominal  hernia.  When  neglected  it can  attain
an impressive  size  causing  it un-aesthetic  effect  in addition  to diagnostic  difﬁculties.
PRESENTATION  OF  CASE:  Presented  is  a 60-year-old  female  farmer  with  a 10-year  history  of  a  voluminous
mass  in  the  anterior  abdominal  wall.vailable online 18 August 2011
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DISCUSSION:  Surgery  revealed  an  epigastric  hernia  presenting  as  an  interparietal  hernia.  The  hernia  was
an omentocele  with  a grossly  distended  hernia  sac  ﬁlled  with  about  2.5 l of  serous  ﬂuid. No  similar  case
has been  found  in  the medical  literature.
CONCLUSION:  Epigastric  hernia  can  attain  voluminous  dimensions  and  present  as  a non-inguinal  inter-
parietal  hernia.
ical Ayst © 2011 Surg
. Introduction
A  hernia is a protrusion of a viscus or part of a viscus through an
bnormal opening into an abnormal situation with its coverings.1
pigastric hernia is a rare form of ventral hernia and occurs through
he linea alba anywhere between the xiphoid process and the
mbilicus. It accounts for 0.4–1.5% of all abdominal wall hernias
nd is usually seen in middle-aged individuals.1–3 Interparietal her-
ias are rare and occur when the hernia sac lies between layers of
he abdominal wall. It is nearly always associated with an inguinal
ernia.1,4 The correct pre-operative diagnosis can be difﬁcult and
ost patients present with intestinal obstruction.4 We  report a rare
ase of an epigastric hernia presenting as a giant ventral interpari-
tal hernia not involving the groin.
. Presentation of case report
A 60-year-old female farmer presented with a progressively
ncreasing mass of 10 years duration. She ﬁrst noticed a small
welling in the mid  upper abdominal region that increased over-
ime to involve the right ﬂank of the abdomen. It was initially
ainless and was reducible over the previous 19 months. The
normous size of the mass made her uncomfortable hence, she
bstained from farming for fear of injuring the mass. The patient
ad a good appetite and had not lost weight. She did not admit to
ny trauma, nausea and vomiting, there were no history of chronic
ough, difﬁculty in defecation or micturition.
On examination, vital signs were normal (blood pressure,
30/80 mmHg, pulse rate 80 beats/min, respiratory rate 22
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cycles/min, and temperature 36.6 ◦C), essential ﬁndings were
abdominal (Fig. 1a and b): giant irregular mass extending from the
epigastrium to the right ﬂank measuring 32 cm × 22 cm × 8 cm.  The
overlying skin appeared normal, it was non-tender, soft, ﬂuctuant
and irreducible. The spleen was  not palpable and left kidney not
ballotable, liver and the right kidney could not be assessed due to
the mass. There were no bowel sounds heard over the mass but
there were normoactive over the other areas. There was no axil-
lary or inguinal lymphadenopathy. Digital rectal examination was
unremarkable.
Heamogram showed PCV 37%, WBC  7.2 × 109/l (neutrophils 40%,
eosinophils 27%, and lymphocytes 43%). Urinalysis and stool exam-
inations were normal. Abdominal ultrasound scan reported a huge
cystic abdominal mass.
A pre-operative diagnosis of a cyst of the anterior abdominal
wall was  made.
Intra-operative ﬁndings were (Fig. 2):
1) Epigastric defect in the linea alba measuring 3 cm × 2.5 cm.
2) Huge hernia sac protruding through the defect into the abdom-
inal wall between the external oblique and the skin on the right
extending to the ﬂank.
3) Huge sac distended with about 2.5 l of serous ﬂuid
4) Omentocele occluding and adherent to the neck of the sac.
5) Adhesions between the skin and the external oblique mus-
cle/fascia.
Adhesiolysis was by blunt and sharp dissection to free the hernia
Open access under CC BY-NC-ND license.up to the neck. The sac was  opened slightly beneath the neck and
about 2.5 l of serous ﬂuid drained by suction. The adherent omen-
tum was  transﬁxed, excised, and after these reduced. The sac was
transﬁxed at the neck and excised. Hernia repair was by simple
 BY-NC-ND license.
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big. 1. (a) Clinical photograph of the hernia—anterior view. (b) Clinical photograph
f  the hernia—lateral view.
uture with nylon 2. The redundant skin was excised and closed
ver a drain.
Postoperative period was uneventful and after the patient was
ischarged for outpatient review after 10 days.
ig. 2. Clinical photograph showing epigastric hernia sac distended with ﬂuid, dis-
ecting forceps pointing to the neck of the sac in the epigastrium, and ﬁngers on the
ody of the sac. Right side of the abdominal wall shows the redundant skin.PEN  ACCESS
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3. Discussion
Hernias are common presentation in Sub-Saharan Africa; how-
ever, the true incidence is unknown. It is estimated that 5% of
the population will develop an abdominal wall hernia but the
prevalence even may  be higher.2,4 Epigastric hernia is a rare
form of ventral abdominal hernia and accounts for 0.4–1.5% of
all abdominal hernias.3 It may  present as a small mass rarely
large enough to admit more than a small amount of extra peri-
toneal fat or may  be voluminous as was our case. It may  contain
epiploic appendages or viscera (ileum loops, stomach).5 Palade
et al. reported strangulated epigastric hernia with transverse colon
necrosis.6 Arowolo et al. reported epigastric hernia with acute gas-
tric outlet obstruction. Epigastric hernia may  present with an empty
sac or it contains a small portion of omentum,1 as found in our
patient.
We  report our experience with a giant or voluminous irreducible
epigastric hernia with a 3 cm defect in the linea alba (Fig. 2). The
huge hernia sac contained viable omentum that occluded the neck
completely and about 2.5 l of serous ﬂuid. Irreducibility without
other symptoms is almost diagnostic of an omentocele.1 The omen-
tal plug initially in addition to adhesions that involved the skin and
external oblique muscle and fascia over time accounted for irre-
ducibility. However, the predominant factor was the omental plug
as the hernia was irreducible even after the release of the adhesions
formed around the sac.
Bartolin ﬁrst described interparietal hernia in 1661 and its
deﬁnition has not changed. It is rare and has a hernia sac
that passes between layers of the anterior abdominal wall.1,4
However, 3 subtypes have been described recently, preperi-
toneal (between peritoneum and transversalis fascia), interstitial
(between transversalis fascia and transversalis, internal or exter-
nal oblique muscles) and superﬁcial (between external oblique
and skin).7 Our index patient presented with the superﬁcial
type.
The correct preoperative diagnosis can be difﬁcult with the diag-
nosis usually determined during operation.4,8 This concurs with
our experience. We  have not come across any report in the liter-
ature of epigastric hernia presenting as interparietal hernia. Most
interparietal hernias reported have been inguinal.8,9
This unusual presentation of an extra peritoneal, enormous, cys-
tic mass in the abdominal wall presented a diagnostic dilemma.
Perhaps the cyst was  a retention cyst as secretion from the sac
accumulated with the persistent omental plug. This patient did
not have ascites. Corsale et al. report ultrasound scan as show-
ing a 100% sensitivity towards the pathology and is effective
to achieve this aim.5 This was in keeping with the sonogra-
phy of our patient. We  do not have computerized tomogram
(CT) scan in our facility, however abdominal CT can assist in
the diagnosis and is the investigation of choice in the differen-
tial diagnosis, which can exclude the presence of an obstructing
tumour.4,8
Surgical correction of epigastric hernia does not always need a
prosthesis. However, prosthesis is useful in voluminous hernias.5
Though our patient presented with a voluminous hernia, repair was
by simple direct reconstruction in view of the small dimension of
the hernia defect.
Epigastric hernia when neglected can attain a voluminous
dimension. Presented is an epigastric hernia, omentocele with a
very large extra peritoneal cyst also presenting as a peculiar type
of interparietal hernia not involving the inguinal region. Despite
the dimension of the hernia, the choice of repair depends on the
hernia defect. We  present this case as we have failed to ﬁnd any
previous reported case in the medical literature and conclude that
epigastric hernia can attain voluminous dimension and present as
a non-inguinal interparietal hernia.
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